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Thoughtful selection and arrangement of the teeth 
and natural carving of the gums identify ail our den- 
tures. Careful, unhurried processing assures you the 
inherent advantages of the material you specify. 
Will you not allow us to construct your next full 


denture? 
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The editorial in August TIC, called “The Medics,” has brought a batch of 
letters in praise of its contents. It has, also, brought some letters from physi- 
cians deploring our comments by saying that we shouldn't drag the medical 
profession down simply because of the antics of Doc Brady and that we did 
dentistry a disservice by writing such an editorial. 

The editorial in question was not written for public consumption. It was 
written for dentists. We fail to see how that would hurt dentistry, which is 
the last thing in the world we wish to do. The material now being published 
in TIC proves the point. 

We still think that the medical profession, in large numbers, uses public 
institutions for private gain as well as service, but maybe we should be more 
careful not to offend the physicians and surgeons who are on our courtesy 
mailing list. 

We will back up and begin writing of sweetness and light, which is the 
way we feel about our own physician anyway. ° 

—JAMES ROBINSON 
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Simplified Clasp Partial 
Dentures Designed for 
Marimum Functions 


By VICTOR L. STEFFEL,* D.D.S. 


Reprinted by Permission of the Journal of the 
American Dental Association 


New discoveries, abbreviated procedures and 
simplified technics may come, and fads and ma- 
terials that gave great promise may go, but the in- 
tricacies involved in removable partial denture con- 
struction seem to be always with us. Many writers 
regard this as the most difficult specialty of dentistry. 
At any rate, removable partial denture procedures 
unquestionably constitute the most neglected as well 
as the most abused branch of dental practice. Per- 
haps the slow development of partial denture 
science may be traced to the complexity of the sub- 
ject, but this is no excuse for the fact that many re- 
movable partial dentures are forces of destruction. 

For the sake of clear understanding, a partial 
denture may be defined as that form of prosthesis 
which supplies one or more artificial teeth in a par- 
tially edentulous mouth. A partial denture, then, 
may be a fixed denture, cemented to place; or it may 
be the removable type, taken out at will by the 
patient. This paper will deal mainly with the re- 
movable partial denture that is retained in place 
with clasps. Precision attachment partial dentures 
are in a complex field by themselves. In making a 
study of the various general practices, noting the 
countless potential partial denture cases presenting 
themselves, we at once conclude that the clasp par- 
tial denture has universal acceptance as compared 
with the precision attachment partial denture. It is 


* Associate professor of prosthetics and chairman of the 
Removable Partial Denture Department, College of Den- 
tistry, Ohio State University. 

State Dental Society, November 13, 1944. 

Jour. A.D.A., Vol. 32, September 1, 1945. 


accepted by the dentist who has the responsibility of 
fabricating the structure, as well as the patient who 
has to bear the expense. Though sometimes depreci- 
ated by the proponents of the precision attachment 
or the fixed partial denture, the clasp is the most 
conservative and most efficient means of anchorage. 
Also, it necessitates but a minimum of tooth mutila- 
tion, in contrast to the frequently overrated preci- 
sion appliance. The amalgam filling may not be the 
highest type material for tooth restoration; and yet 
this silver alloy has been utilized to restore and save 
more teeth than have all the other filling materials 
taken collectively. A similar service in the remov- 
able partial denture field has been afforded and will 
continue to be furnished by the simple, properly 
constructed clasp denture. Let us make no apologies 
for it. 

Again clasp partial prosthesis comes in for its 
just share of increased interest and receives a fresh 
impetus under the new concept of dentistry. This 
new concept considers the masticatory apparatus as 
an entity, putting stress on the interrelation and in- 
terdependence of all its parts. This is in contrast to 
the old school concept of a filling as something to 
stop a carious cavity, and of a partial denture as a 
device to put teeth in space. Latterly, in planning a 
partial denture, considerations are being directed 
toward enhancement of the general health of the 
patient, the oral health of the patient, esthetic im- 
provement, masticating efficiency and especially the 
preservation of the remaining teeth and other sup- 
porting structures. In short, working under the new 
concept, we strive to improve the entire entity. We 
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Fig. 1—Tooth-borne or tooth-supported re- 
movable partial denture. 


think of the partial denture in its relation to all ad- 
jacent structures, instead of replacing teeth just to 
span a gap. 

From mention of the new concept, we move nat- 
urally to the related aspects of clasp partial proced- 
ures, which are interesting and remunerative. This 
work is especially applicable to general practice be- 
cause so many different types of dental service are 
involved in making successful clasp partial den- 
tures. Among these services are prophylaxis and the 
taking of roentgenograms of the entire mouth; the 


extracting of abscessed, broken down or malposed 
teeth to make way for the partial denture; the con- 
structing of inlays, three-quarter crowns or full 
crowns, to eliminate caries, and restorations to give 
teeth the proper contour for clasping, to provide 
occlusal harmony or to afford occlusal stop — 


Frequently, flabby, hyperplastic gum has to be re- 
moved or bulbous tuberosities must be operated on 


before an appliance can be inserted; and even peri- 
odontal lesions or pockets must be treated and 
eliminated before final impressions are made. Cer- 
tainly no objection is raised to the delegation of 
some of this work to a specialist ; yet all these serv- 
ices, when found necessary, can be performed by 
the general practitioner. 

Along with the mechanics of cases, clasp partial 
denture procedures must of necessity be influenced 
by a consideration of the physiologic and biologic 
laws governing the anatomic structures involved. 
Otherwise lasting results cannot be obtained. The 
combination of these laws is referred to as biome- 
chanics. An —s of the laws of mechanics 
alone is not sufficient. I am of the opinion that only 
too often just the mechanical phases are considered 
in planning the appliance, with the result that the 
supporting tissues suffer slow destruction. This’ is 
another way of saying that the design and construc- 
tion of a partial denture are usually left to a remote- 
ly located laboratory technician, who has no knowl- 
edge of the case beyond the stone cast before him. 
He cannot work intelligently from such meager 
data. The anatomic structures — teeth, mucous 
membrane and bony support—constitute the den- 
ture foundation, for lasting stability. If any of these 
structures are ignored in planning, the case is doomed 
shortly to lose the very advantages for which the 
restoration was made; namely, masticating efficien- 
cy, a correct maxillomandibular relationship, es- 
thetic values and preservation of supporting tis- 
sues. Only the dentist himself, who sees the arch 
into which a partial appliance is to be inserted, pos- 
sesses an essential knowledge of the living struc- 
tures and can reach the ideal solution to the biome- 
chanical problem. 


Fig. 2.—Left: Fixed appliance, full arch, retained and supported by four gold shell crowns. 


Right: Nearly full arch case carried by three crowns. 
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Partial denture procedures are, I think, often 
contemplated with uncertainty and attempted hap- 
hazardly by many of the profession because no ‘defi- 
nite procedure can be applied to each and every 
case. In full denture procedures each case is usually 
quite similar to all other full denture cases. True, 
different edentulous mouths present a great vari- 


Fig. 3.—Lingual bar, free-end saddle case. 
A change in saddle support results in change 
of denture position. 


ation in types of saliva, firmness of tissue support 
size of arches and maxillomandibular relationship ; 
but all cases are edentulous, all require full den- 
tures and the essentials of mechanics, balance, arch 
form, etc., are similar for all. Contrast this picture 
with that of partial procedures, wherein we find that 
more than 130,000 different combinations! are 
numerically possible in the same mouth. It is im- 
possible to standardize procedures in a manner to 
fit all these modifications ; but there are fundamen- 
tals of design, and, fortunately for us, these funda- 
mental principals do have universal application, 
even though the partial denture problems are so 
varied. 

In planning our cases, let us always think of a 
removable partial denture as a permanent appli- 
ance. Many dentists consider a partial as the ‘‘yellow 
leaf stage’’ in the lifetime of the natural teeth—just 
a “stepping stone” to full dentures. This is a biased 
perspective and it certainly cannot be conducive to 
one’s best efforts. Do we think of the insertion of 
the gold inlay as a temporary therapeutic measure, 
which will soon result in the loss of the tooth? 
We insert the inlay to perpetuate the tooth. Neither 
should we think in temporary terms of the partial 
denture. A partial denture properly constructed 
and extended, functions indefinitely; and its use 
will postpone the day of additional tooth losses. 
It is not intended to be the means of leading up 
gradually, step by step, tooth by tooth, to the time 
when the patient will be edentulous. If a partial 
denture cannot be expected to add additional years 


1Cummer, W. E.: Combinations Which Occur Between 
Upper and Lower Six Posterior Natural Teeth in Occlu- 
sion. Canadian Dental Research Foundation, June 1924. 


to the supporting structures, just as an inlay does 
to a tooth, it should not be placed. The health and 
welfare of the patient should always be the prime 
consideration. ‘Our objective should be the perpet- 
ual preservation of what remains rather than the 
meticulous restoration of what is missing.” (M. M. 
DeVan.) 

Relatively speaking, the all-tooth-supported re- 
movable partial denture presents no great difficulty 
as compared with the extension saddle type of res- 
toration with clasps and rests for support and sta- 
bilization at both ends of saddles (Fig. 1), as the 
tooth-supported denture maintains correct position 
and relationships indefinitely. When rigidly con- 
structed and supported on teeth throughout, it is, 
in function, quite similar to the old style full arch 
bridge, fixed in place with crude gold shell crowns 
(Fig. 2). When this fixed appliance was in use, all 
component parts were braced so effectively against 
the thrusts and stresses of mastication that even 
time seemed to have little effect on the structure. 

The free-end saddle case, either unilateral or bi- 
lateral, presents the reverse picture, requiring serv- 
icing and adjustment with any shift in position 
due to change in saddle support. The lingual bar 
case supplying all the posterior teeth distally from 
the six or eight anterior teeth is an example (Fig. 
3). Excessive tissue resorption and consequent 
change in form of the ridge results in settling of 
this type denture. This settling, in turn, may exert 
excessive strain on the attachment teeth if allowed 
to proceed too far before rebasing. Accordingly, a 


Fig. 4.—Pull of muscles and final closing 
movement of mandible, in direction of upward 
pointing arrow; movement and skid of lower 
denture in direction of other arrow. 
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patient for whom such a partial denture has been 
constructed should never be discharged perma- 
nently as ‘having been cured of all the ills which 
beset the teeth.’’ Periodic check-ups will prevent 
well-designed cases of this type from falling into 
the category of mouth wreckers. This extension 
saddle type of prosthesis has often so discouraged 
excellent dental operators that they have advised 
their patients against its use. Such action is regret- 
able. Failure of such cases is generally the result of 
faulty design. Again, the practice of advising the 
extraction of the lower anterior teeth when a full 
upper denture is to be worn is likewise regrettable. 
These teeth, when sound, should be retained, as 
they will be stimulated and their life prolonged by 
the application of correct principles of clasp den- 
ture design. 

While it is strongly urged that lower anterior 
teeth or any other strong lower teeth be saved to 
provide stability and support for a clasp denture, it 
is seldom, if ever, advisable to retain upper teeth 


Fig. 5.—Lingual bar, extension saddle, case 
with stressbreakers (or stress-equalizers) to 
equalize movement of tooth-supported ends of 
saddles with that movement allowed by re- 
silient mucosa toward opposite ends. 


when only five or six anterior teeth are remaining. 
Embracing for one arch what we condemn for the 
other at first thought seems a contradiction; but 
this is not the case. In the lower arch, ridge sup- 
- is poor. The denture has a tendency to skid 
orward, due to muscle pull and to the mesial slope 
of the posterior part of the ridge (Fig. 4). A free 
riding denture has a tendency to dislodge and move 
laterally in the lower jaw; and there is inadequate 
tissue coverage as compared with the upper arch. 
Therefore, the remaining tecth supplement the 
other support of the artificial denture similarly to 
Nature’s original denture. In the upper arch (Fig. 
4), large tuberosities, broad ridges, larger arch 
size, more resilient tissues, more abundant blood 
supply and a much greater tissue area for denture 
coverage and support make a full 7 denture 
quite self-sufficient without the aid of remaining 


anterior natural teeth. Also, from an esthetic and a 
mechanical standpoint, extraction of the few re- 
maining upper anterior teeth is generally, though 
not always, indicated. 

In consideration of extension saddle cases, in- 
volving tooth support and engagement combined 
with ridge support, we are at once confronted with 


Fig. 6.—Palatal bar case so constructed as to 
equalize or break stresses. 


a controversy? that has engaged the attention of 
partial denture prosthetists for years. No suitable 
one-piece impression material has ever been dis- 
covered or concocted to give proper functional 
compression of the soft tissues in relation to the 
dense hard teeth. Hence, the question: How are we 
to utilize and equalize ridge support along with 
tooth support ? 

In the literature, we find much written on this 
unsettled question. The writers, by the content of 
their articles, fall roughly into three groups. One 
group believes in the use of stressbreakers or stress 
equalizers. This group emphasizes the immovabili- 
ty or nonresiliency of teeth in an apical direction as 
compared with the resiliency of the mucosa, and 
therefore condemns the rigid connection of clasps 
to the base and insists on the use of some type of 
stressbreaker (Figs. 5 and 6.) 

A second group agrees in emphasizing the rela- 
tive immobility of teeth in an apical direction, but 
denies the necessity of stressbreakers and insists that 
combination and equalization of saddle and occlu- 
sal rest support can be accomplished by some form 
of physiologic basing. This group favors a few 
relatively mobile clasps, to be used only for reten- 
tion (Fig. 7.) 

A third group believes that excessive trauma to 
both ridges and teeth can be prevented by stress 
distribution? over as many teeth as it may be ad- 
visable to engage with rests and rest supported 


2Tic. Contacts, 2: July-August 1941. 

sSchuyler, C. H.: Stress Distribution as Prime Requisite 
to Success of Partial Denture. J.A.D.A., 22:2148, De- 
cember 1933. 
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Fig. 7.—Light weight, free-moving clasps, 
mostly for retention. The saddles have been 
rebased, providing what is known as physio- 
logic or functional basing. 


clasps. In this way, stresses are reduced on any one 
tooth or ridge, as all collectively bear the load (Fig. 
8.) Four teeth carrying a load may be physiolog- 
ically stimulated to robust health, while two teeth 
carrying the same load may be overworked and 
traumatized and become loose. Both of the previ- 
ously mentioned groups engage as few teeth as pos- 
sible, and these for retention only. The same groups 
attach little significance or importance to the hori- 
zontal shifts of a denture, which are strongly em- 
phasized as destructive by the third group members, 
who recommend multiple tooth engagement by 
clasps chiefly to prevent these movements. 

To reiterate, we have the first group believing 
in stressbreakers to equalize tooth and resilient tis- 
sue support ; then the group believing that ‘'physio- 
logic basing,” by the use of a functional impression 
or by rebasing the denture, is all that is necessary, 


Fig. 8.—Stress distribution probably in ex- 
cess of normal requirements for average lower 
denture. All teeth were utilized, along with 
all possible tissue coverage for support. The 
supplied teeth were narrowed. The case was 
designed to overemphasize, but well illustrate, 
the principle of stress distribution and stress 
reduction. 


and then a group placing its confidence in a rigid 
appliance extended to afford distribution and re. 
duction of stresses (Fig. 9.) Scholarly and scien- 
tific articles by outstanding members of the profes. 
sion appear in support of each group. 

The question is often posed: Which constitutes 
the better clasp partial denture? One fabricated of 
wrought metals or a cast one? Both are acceptable. 
The metal skeletons, if structurally perfect, having 
sufficient strength and rigidity, no flaws, no checks, 
No porosity and no grain growth, should be wholly 
satisfactory whether cast or wrought. Dimensional 
changes of investments adequately offset dimen- 
sional changes in gold in casting, so that one-piece 
cast cases can now be said really to fit. The design 
and support are usually much more important than 
the materials used. 

As stated previously in this paper, the extension 
saddle type of removable denture, chiefly the lower, 
is the commonest source of trouble; and 80 per 
cent of cases are of this type. There is a way of 


Fig. 9.—Palatal bar case further illustrat- 
ing distribution and reduction of stresses by 
means of rigid multiple clasps, rigid palatal 
bars and multiple positive rests. The large 
free-end saddle has relatively small teeth. 


handling this type of case successfully, even though 
the soft tissues and ridge support in the lower 
arch are far from ideal. These difficult lower cases, 
as well as similar upper cases, seem best served by 
a design in harmony with the third school of 
thought. Therefore, the requirements (Figs. 8, 9 
and 10) are that: 

1. The major connectors (lingual or palatal 
bars) must be rigid, to transmit stresses to teeth and 
saddle areas of opposite sides. 

2. As few teeth as possible should be supplied 
and these should be narrow buccolingually, to re- 
duce occlusal stresses. 

3. Saddles should be as extensive as tissues will 
permit to fully apply the snowshoe principle of 
great area coverage. 

4. Occlusal harmony must be established to take 
care of both vertical and horizontal interference. 
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Clasp partial dentures, since they involve natural 
teeth as well as ridges, should be given at least the 
same care as, if not more than, full dentures 
in coordinating the occlusion. 

5. The denture must have definite tooth support 
by multiple clasps and occlusal rests. The greater 
the number of rests, the better the stress distribu- 
tion. 


Fig. 10.—Lingual bar case provided with 
excellent support through stress distribution 
over all remaining teeth and over all possible 
soft tissue area. The extra bar adds rigidity 
for distribution of horizontal lateral stresses. 


6. A functional impression or rebasing, though 
not always necessary, is never undesirable. No den- 
ture base ever fits so well that it cannot be made to 
fit better by rebasing, as this procedure converts the 
saddle to functional form. 


Clasp partial prosthesis is a responsibility of the 
dental profession. We cannot dodge the issue simply 
because it is sometimes perplexing. We cannot dele- 
gate this work to any other group; and we cannot 
deny that there is a definite need for this type of 
service, as evidenced by the spaces in the dental 
arches of our patients. Also, in many instances, no 
other means of occlusal restoration will be nearly 
so effective as the clasp partial denture. Accordingly, 
it becomes our duty to so well inform ourselves 
that we can discriminate between those appliances 
that are ‘‘mouth wreckers’’ and those that will be 
efficient, therapeutic ‘‘vehicles of function.” Then 
we will be able to render the ideal type of partial 
denture service ourselves, or be able to write the 
prescription to be followed by the technician. 

19 West Fifth Avenue. 
Columbus, Ohio. 


AT and drink such an exact quantity as the 
constitution of thy body allows of, in 
reference to the services of the mind. 

They that study much ought not to eat as 
much as those that work hard, their digestion 
being not so good. 

The exact quantity and quality being 
found out, is to be kept to constantly. 

Excess in all other things whatever, as well 
is in meat and drink, is also to be avoided. 

Youth, age, and sick require a different 
quantity. 

And so do those of contrary complexions; 
for that which is too much for a phlegmatic 
man is not sufficient for a choleric. 

The measure of food ought tobe (as much 
as possibly may be) exactly proportionable 


Rules of Health 


(From Poor Richard's Almanack, 1742) 


BENJAMIN FRANKLIN 


to the quality and condition of the stomach, 
because the stomach digests it. 

That quality that is sufficient, the stomach 
can perfectly concoct and digest, and it suf- 
ficeth the due nourishment of the body. 

A greater quantity of some things may be 
eaten than of others, some being of lighter 
digestion than others. 

The difficulty lies in finding out an exact 
measure, but eat for necessity, not pleasure: 
for lust knows not where necessity ends. 

Wouldst thou enjoy a long life, a healthy 
body, and a vigorous mind, and be acquainted 
also with the wonderful works of God, labor 
in the first place to bring thy appetite to 


reason. 
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Our profession, compared with the other so- 
called learned professions, is a comparatively young 
one. In fact, it is only about seventy-five years ago 
that it began to be recognized as a distinct and 
honorable calling and to be a special part, or a 
specialty of the healing art. In its early history, the 
most important operations the pioneer dentist per- 
formed were the extraction of aching teeth and the 
making of artificial substitutes. In those early days 
the laity and even the dentists themselves consid- 
ered the procedures as of a mechanical nature and 
the profession was classed more or less as a trade. 
There was no health value placed upon the teeth 
by the laity nor even by the dentists themselves. 

Though some natural progress has been made 
through the years in impressing the public mind 
the importance of the dental profession, much still 
remains to be done. Many people are still grossly 
ignorant of the proper place of the dentist in the 
community life. We as dentists know that good 
dentistry is the cheapest thing the layman can buy. 
And yet, at the present time, the greater number 
of the laity consider good dentistry as a luxury in- 
stead of as a necessity. This attitude is caused in 
part by the competition and activity of the luxury 
merchants who advertise their products in all the 
leading magazines and daily newspapers. They in- 
still into the minds of the laity a desire for the 
things they do not need, forcing out the desire for 
the necessary things that mean health. I refer to 
such luxury commodities as automobiles, fur coats, 
radios, talking machines and oil burners. The cost 
of each of these things would be equivalent to a 
mighty good dental fee, and in the case of a good 
many of them, to many times a good dental fee; 
and yet the best dentistry would be a benefit to the 
patient worth a thousandfold more. 

And yet, when we analyze the causes for the fail- 
ure of the laity to appreciate our profession fully, 
can we stop by placing the entire blame upon nat- 
ural indifference or the activity of outside competi- 
tion of luxury merchants? Aren’t we dentists our- 
selves largely responsible for this situation of pub- 
lic ignorance? Most dentists think price, talk price 
and sell price. When the dentists themselves have 
this attitude, it is but natural that the patient should 
get the idea he is buying dental merchandise for a 


Educating the Laity 
in the Dental Office 


By GEORGE A. SWENDIMAN, D.D.S. 


_ instead of dental service for a fee. The patient 
orms the impression that dentistry is not a neces- 
sity, but a luxury, and it is but natural that he 
should seek the cheapest price. Competition among 
the dentists themselves is the most demoralizing 
factor of all in accounting for the public miscon- 
ception of us. It discourages the dentist who tries 
to give real service. It prohibits the giving of better 
dental service by the majority of dentists, and it 
leaves the patients in a confused state of mind as to 
what real dentistry is, what they ought to expect, 
and it surely does not instill in them, as it should, 
the urgent desire for better dental health. 

The most degrading, the most despicable prac- 
tice is of one dentist quoting a fee lower than his 
fellow practitioner, in order to get his patient. He 
knows his type of dentistry is cheaper in cost only, 
but inferior in quality, therefore costing much more 
in proportion. This practice should be condemned. 
It only serves as a boomerang for the dentist who 
does this sort of thing, and brings the scorn and 
contempt of the laity and medical profession upon 
the dental profession as a whole. 

The advertising dental office is the most common 
source of dental knowledge for the laity. And since 
we all know that this agency is a greater source of 
misinformation than of information, it is an im- 
portant cause of public ignorance. The advertising 
dental offices with their vague references to pyor- 
rhea, the systemic effects of focal infection, their 
quoting of prices, their suggestion of saving as 
much as 50 per cent by their large type display, 
quantity production, etc., all have an alluring ap- 
peal to many of the laity. The effect upon the 
ethical dentist is to copy their type of dentistry, in 
competition you understand, and also, as stated be- 
fore, he talks price, thinks price and sells price 
as the advertiser does. He cleans teeth for a dollar 
or a dollar and a half instead of giving a real 
prophylaxis. He plugs teeth with amalgam instead 
of making restorations, extracts a tooth at so much 
“per,” no matter how much skill and time are in- 
volved. He makes plates instead of dentures for so 
much ‘“‘per,” getting the same fee for each case no 
matter how difficult the case may be. 

A demoralizing effect of this competition among 
dentists is the ill-will among dentists which is neces- 
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sarily engendered by the practice. It is not unusual 
for one to call another a robber if the other den- 
tist’s fee happens to be larger than his, and often 
the patient is told that the reason for the higher 
charge is that the patient is paying for the fine 
office and equipment of the other dentist. 


This competition among dentists themselves is 
mentioned because it, above everything else, has 
held the average dentist down, has broken down 
his courage, robbed him of his ideals in dentistry 
and made him dependent in old age. If you chal- 
lenge this statement, look about you and notice the 
financial condition of the men who have practised 
dentistry for twenty-five, thirty or forty years, and 
see how from necessity they keep their noses to the 
grindstone and what an effort they have to make 
in order to live. It is a matter of common observa- 
tion that in our profession, as well as others, the 
young man is displacing and getting the business 
of the older man. Not because the younger man is 
a better dentist, but because the laity thinks the 
older man is out of date and that the younger man 
has all the newest ideas and latest methods of prac- 
tice, when as a matter of fact the older man’s ex- 
perience, particularly if he has kept up with the 
progress of dentistry, should be worth a hundred- 
fold more than that of the young man just out of 
school. 


The important question before us is, What are we 
going to do about it? What is the remedy for the 
competition among dentists and public ignorance 
toward dentistry? That leads me to the purpose of 
this paper—to suggest an effective way to overcome 
competition, namely, by educating the laity. Our 
dental societies were organized and are conducted 
for the purpose of disseminating dental knowledge 
and mechanical technique as a mutual benefit to all 
dentists. But are we as dentists materially profiting 
to the fullest extent from this added knowledge and 
skillful technique as long as the laity who compose 
our patients have only the vaguest understanding 
as to the meaning of good dentistry and its value 


and benefit to their general health? In our efforts . 


through the dental societies at self-betterment, we 
have neglected one important avenue of approach, 
that of educating the laity. How are we to do this? 
Since our code of ethics prevents publicly doing 
this, and because every dentist does not give the 
same quality of service, it is necessary for us to do 
this uate in our own offices. Permit me to 
sketch briefly how this process of educating the 
laity is carried out in our own office. 


In our office we have what we call the diagnosing 
room. It also serves as an impression room, where 
everything is convenient and in order for the tak- 
ing of every kind of impression. In this room we 
have an illuminated box containing slides of vari- 
ous oral conditions which are the most commonly 
seen in every-day practice. 


When a patient makes his first visit to the office, 
the nurse obtains his name and address, occupation, 
etc., in order that we may obtain the proper credit 
rating from the local credit association. This credit 
information is necessary and very important, since 
from this information we decide whether or not 
we can afford to give the time to go over his case 
properly and present his condition to him in an 
educational way. If I feel that I cannot afford to 
give the patient my time for this educational talk, 
the patient is turned over to the dental nurse, who 
shows him the slides and who explains to him the 
lesson each slide teaches. 

The patient is seated in the chair in the diagnos- 
ing room and is given an opportunity to look about 
him. He immediately is attracted by the slides in 
the case and of course becomes very much inter- 
ested. When I enter the room he begins to ask 
questions about the cases shown, but is put off by 
a promise to tell him all about these later on. He 
is now in a rather receptive frame of mind. 

The first thing we do is to make a preliminary 
examination, noting the condition of the gums, the 
presence of devitalized teeth, leaky fillings, dis- 
charging fistulas, etc. If he has gingivitis, pyorrhea 
or devitalized teeth, he is asked questions about his 
health condition; whether he has rheumatism, heart 
trouble, headaches, tired feeling, stomach trouble, 
which are the most common symptoms of focal in- 
fection. After this information is obtained the pa- 
tient is told that in order to give him an intelligent 
diagnosis of his case it will be necessary to take a 
full X-ray examination of his mouth. Oftentimes 
he objects to this for various reasons. He is told 
that unless this is done he will not know any more 
about his actual mouth condition after he is through 
than when he first came; that he would only be 
doing a patching-up process, instead of taking care 
of his entire mouth condition; that it would prob- 
ably be the means of saving a great deal of money 
in taking care of his case properly in the first place. 
Now is where the first step in the education of the 
patient starts. Of course this process is for the 
average uneducated layman; the educated one does 
not need it. 

He is shown radiograms of other mouth condi- 
tions, cavities that cannot be found without the 
X-ray, impacted teeth, cysts and granulomas, leaky 
fillings, overhanging fillings, retained broken-off 
roots; in short, everything that can be found in a 
radiographic examination. By this time he is con- 
vinced of the necessity for a full mouth examina- 
tion. After the radiograms are taken, if there is no 
emergency condition, the patient is given another 
appointment for a prophylaxis and to go over the 
radiograms. 

At the second step of the dental education, the 
patient is handed a mirror in order that he may 
have a mental picture of the appearance of his teeth. 
The teeth are then stained, he is again given the 
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mirror so that he may note the bacterial plaques 
and calculus deposits that show up under the stain. 
The effects of the plaques on the gums and teeth 
are fully explained. He is then given a thorough 
prophylaxis and is told the difference between a 
prophylaxis and a so-called cleaning and why the 
fee must necessarily be higher. The stain is again 
applied to the teeth, the patient watching the pro- 
cedure in order that he may see that the teeth 
cannot be stained when they are free from bacterial 
plaques and calculus. This procedure impresses him 
very much and instils in him a desire to have clean 
teeth and a healthy mouth condition. 

The third step in this educational — is to 
show the patient the proper method of brushing 
in order that he may effectively keep his teeth and 
gums clean. He is told the kind of brushes and 
powder recommended by us and in some cases his 
teeth are brushed for him in order that he may 
get the feel of the brush on his gums and teeth. His 
gums are given a treatment of pyorrhea astringent. 
He is then told the necessity of frequent, periodical 
examination. The time consumed for prophylaxis 
and brushing technique has filled his entire given 
appointment time and the patient is given a third 
appointment. This should always be done, for the 
reasons that the patient will have time to think 
over the things that were told him, his case can be 
checked up as to how well he has been brushing 
his teeth, and, most important of all, because the 
patient cannot retain all the things he should know 
if they are given to him at one time. If study models 
are indicated, the snap impressions are taken just 
before dismissing him for another appointment. 

The fourth step at this fourth appointment is to 
again seat the patient in the diagnosing room for 
the purpose of showing him the slides. They are 
shown in their proper order: The function of the 
deciduous or baby teeth; the necessity of ortho- 
dontia treatment where indicated; the effects of 
malnutrition upon the teeth and also upon the body 
in the form pe etl which is fully explained to 
the patient ; how decay starts, and how it progresses ; 
the nature of the dentin and how the bacteria pre- 
cede the decay; how the pulp can become inflamed 
before the decay has reached it; the death of the 
pulp and alveolar abscess, explaining how it forms 
and its effects on the bone and soft tissue. Chronic 
alveolar abscess is next taken up. The effects of 
early extraction are then shown, how the teeth of 
the lower jaw drift forward when the lower first 
molar is lost. At this stage we also go into detail 
as to just why the first molars are so very important. 
The downward movement of the upper teeth is ex- 
plained with the aid of the slides in the box. The 
patient is shown how contact is lost between the 
teeth and how traumatic occlusion is brought about, 
interference with masticating efficiency, and why 
traumatic occlusion is the etiological factor in 
pyorrhea. 


I have some excellent.slides of the mouth of a 
young man showing the effects of early extraction 
upon the growth of the jaws. This set of slides is a 
forceful argument against the neglect and extrac. 
tion of permanent teeth of children between the 
ages of eight and twelve years, and the point is 
made that the patient could have had a much better 
personal appearance but for the fact that he was 
actually laboring under a great handicap. 

The patient's attention is next called to chronic 
alveolar abscesses, granulomas and cysts, and the 
systemic effects upon a patient’s health. If our study 
of the patient’s radiograms indicates that some of 
the teeth should be removed surgically, he is shown 
slides of cases in which the bone has not calcified 
properly, indicating that there might be a possibil- 
ity of residual, dormant infection. One of the ra- 
diograms I have in mind shows a dormant gran- 
uloma still within the bone nine years after extrac- 
tion; we have a positive history of this case. 

At this point the _ is told why it is neces- 
sary to get a larger fee for surgical removal of the 
teeth than for simple extraction. If the patient has 
never brushed his teeth properly and has allowed a 
bad case of gingivitis or even pyorrhea to develop, 
he is then shown the slides on pyorrhea, and the 
Progressive steps of pyorrhea are traced through to 
the final loss of the teeth. This also impresses the 
patient very strongly and he has a greater desire 
than ever to brush his teeth properly, to have the 
best kind of dentistry done and to keep up the 
follow-up treatment. 

Then we come to the question of good, bad or 
indifferent dentistry, and the patient is shown the 
slides of actual cases. 

By this time the patient has a mighty good idea 
of mouth conditions and then we come to the fifth 
step, which is to go over his particular case. We 
first show him the radiograms of his mouth and 
explain to him everything we see and tell him what 
in our opinion is the necessary thing to be done. 
Our study models come in very handily in visualiz- 
ing to the patient just what we have to do in order 
to restore his mouth to a healthy condition. 

We determine just what we have to do first, 
always asking the patient if he wants to use the best 
possible restorations in his case. Of course, at this 
stage every patient wants the best possible dentistry 
and we tell him that is the only kind of dentistry 
to have, because he only gets his teeth once; that 
they do not grow again like other tissue and that 
it is the best investment he can possibly make in 
maintaining good health. We tell him we advise 
him just exactly as we would have our own mouths 
treated if we had a like condition. 

We then approach the question of fees and the 
manner in which payment is expected. Oftentimes 
a fee seems high to the patient. If the patient ob- 
jects too strenuously to the fee, we tell him we do 
not patch teeth but that we treat the entire mouth, 
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and that from a standpoint of real value there is 
nothing that he can buy as cheaply as he can den- 
tistry; comparing good dentistry with his wearing 
apparel, radios, automobiles and the length of life 
these articles might have. Of course, we are not 
always successful in holding the patient and this 
should be expected, but I can truthfully say that 
we retain at least 99 per cent of the patients that 
come to our office. Oftentimes the patients that are 
temporarily lost to us return, because we have told 
them a great many things about their mouths that 
the other dentists fail to tell them, and oftentimes 
we get such patients at a much higher fee than 
some other dentist has quoted them. 

The beneficial results of such a process of ‘edu- 
cating the laity in our offices can hardly be over- 
estimated; by it we can make the prevalent idea 
among the laity that dentistry is a luxury, disappear. 
We can really enlighten the average person as to 
what good dentistry is and what it means to them. 
By increasing the dental health and general happi- 
ness of the populace we shall be increasing the pub- 
lic's regard for the dental profession. Furthermore, 
by educating the public we will eliminate the effec- 
tiveness of those dentists who talk in terms of mer- 
chandise and price instead of in terms of service 
and fees. 

With better fees, there will come a vast indirect 
benefit also. Today the average dentist does not 
wish to be dishonest nor to give poor dental service, 
but he has to live. He knows that the better the 
dental service, the more time it requires and neces- 


Eighteen years have elapsed since the foregoing 
article was first published. Eighteen years—it is 
amazing how little the dental profession has learned 
about economics in that time. It is amazing what 
apathy, what bovine indifference our profession is 
able to manifest toward any progressive idea. In 
the field of dental economics one is impelled per- 
force to liken the profession to our good friend 
Mortimer Snerd who, when asked “How can you 
be so stupid?’ replies: “‘Oho-ho-ho. Just practice.” 
I propose here to analyze just what these eighteen 
years have taught us. 

During these eighteen years the dental profession 
has witnessed many events. The most far-reaching 
and demoralizing event was the depression. Statis- 
tics indicate that during this time dental practices 
were reduced 50 to 65 per cent. Because of this re- 
duction of income several thousand dentists had to 
earn money elsewhere in order to eat. In 1937 New 
York City alone had 600 dentists waiting in line 
in the hope of obtaining a municipal dental posi- 
tion paying the princely salary of $24.75 a week, 
a salary far below that of the city’s plumbers, car- 


ADDENDUM; In Retrospect 


sarily the fee must be greater. But too often, under 
present conditions, with the laity still uneducated, 
seeking the cheapest price, with competition from 
without from luxury merchants and from within 
among dentists themselves, all too often a dentist 
just “‘falls in line.” But with the public educated 
and with better fees, the dental profession will be 
raised, for the individual dentist will have more 
time to devote to study and to postgraduate work. 
What he cannot do now, due to the ignorance of 
the public, he may be able to do later when they 
have been educated to the importance of his pro- 
fession. 

I am sure if every dentist would take the time 
to educate his patients along the lines I have sug- 
gested, the effort will not be in vain. It will result 
in the dental profession much sooner coming into 
its rightful reward among the honored professions. 
It will result in gaining the confidence and respect 
of the laity, and also of our friends, the physicians, 
to say nothing of establishing a proper esprit de 
corps among the members of our own profession 
for our mutual advancement. 

George A. Swendiman, D.D.S. 

Grand Forks, North Dakota 

Read before the S. Dak. State Dental Assn. 
Aberdeen, South Dakota, May 16, 1928. 
Published in The Dental Cosmos 

Vol. IXX, August 1928. 

Reprinted by permission of 

The Journal of the American Dental Association. 


penters, and electricians. Now, did these dentists 
have a noble and intelligent conception of the busi- 
ness phase of dental practice? 

What assurance do we well-fed dentists today 
possess that the next depression will not find us in 
similar straits, victims of our own primitive, and 
myopic economics ? 

What has organized dentistry done in the last 
eighteen years to change the attitude of the layman 
toward the dentist, from ome as a mechanic and 
merchandiser of dental materials to one of a pro- 
fessional man and a member of the healing art? 
Practically nothing. True, a certain limited mode 
of education of the layman has been carried on by 
toothpaste manufacturer, by pedagogue, by playlet 
in schools, educations to the effect that the dentist 
should be visited regularly. “See your dentist at 
least twice a year,” says one toothpaste, and that is 
the purport of most such education. The dental 
consciousness of the public is to some extent stimu- 
lated. Granted. But the damning fact still remains 
that the layman is not taught to distinguish between 
good and inferior dental service, between profes- 
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sional work and patchwork, between health service 
and tooth-plugging. 

What has the average dentist done to increase his 
technical competency during the last eighteen years? 
Not a great deal. In 1928 only a small percentage 
of dentists owned X-ray machines. Yet, even today 
less than 50 per cent of the dental profession own 
a dental X-ray machine. Of this group an even more 


negligible number consistently make a routine X- 


ray examination of every patient in order to render 
a proper diagnosis. The failure to take advantage 
of an X-ray diagnosis has been responsible for un- 
told loss in teeth and bodily health. Incidentally, 
this failure to make a professional diagnosis is re- 
flected in the attitude of the disappointed layman 
toward the dentist and the profession. 

I grant, of course, that plastic, cobalt materials, 
and stainless steel have come into common use 
among dentists since the publication of the article. 
Many dentists think that using these materials is an 
indication of practicing modern dentistry and being 
up-to-date. Actually modern dentistry began with 
the advent of dental X-rays over thirty years ago. I 
insist that no dentist can be said to be practicing 
modern dentistry, even though he is using materials 
of recent date, unless he consistently employs the 
X-ray for diagnosis along with pulp testing, transil- 
lumination, as a diagnostic factor. 

What has the dental society done during this 
time to improve the economic status of the entist 
in regard to the business side of dental practice? 
Scarcely anything. It is true, that the average dentist 
today has done better financially as a result of the 
war, even though he knew little of practice manage- 
ment. On the other hand, if he had understood 
practice management, he would not only have had 
a better income, but could have taken care of more 
patients. How prosperous will he be the next few 
years? How about the young dentist just entering 
practice? What does he know of dental economics 
and the business conduct of a practice? 

The young man and the older man will soon be 
engaged in a frenetic and intense ‘‘price’ competi- 
tion with each other as well as with the luxury mer- 
chants who sell fur coats, radios, automobiles, et 
cetera. Right now the patient who in the past bought 
dental service—since he had more money than he 
ever had before and because he could not buy the 
eager things—is planning to spend it for the 
uxury items he has done without for the past six 
years. Then, too, his lush money has been spent 
and in many cases also his savings, particularly in 
the industrial areas where strikes have been fre- 
quent. He won't be able to have a car, patronize the 
liquor stores, and have his dental pe taken care 
of at the same time. 

About two years after the beginning of the de- 
pression dentists hit upon the brilliant idea of 
examining the school children of the communities 
and states. This was not done, I suspect, with an 
altruistic aim but for the subtle purpose of increas- 


ing the number of patients of dentists. We called 
attention to the alarming amount of caries among 
children. We got the parents all hepped up as to 
the danger of these caries teeth and when an effort 
was made to do something about it, the plan of 
taking care of these children was so faulty that the 
surface was scarcely scratched. Many of these chil. 
dren did not receive dental care, or if they did, it was 
often of a patchwork order. Many parents were dis- 
appointed with the result obtained and the boomer. 
ang of this sort of thing has increased the demand 
for socialized dentistry. 

Because of the unusual demand for dental sery- 
ices during the war and because there appeared 
a shortage of dentists, a demand has sprung up 
for a plan to | segen dental service at govern- 
ment expense. An attempt is being made to pro- 
vide this,in the Wagner, Murray, Dingell Bill. 
McCall and Heiser have put forth plans for dental 
service on a quantity basis and not particularly on 
a quality basis. The profession is threatened with 
disintegration. McCall wants to delegate certain 
dental operations to other personnel. Manifestly, to 
permit a man or woman with two year’s training to 
insert amalgam fillings in teeth is not sound. His 
plan to ‘allow dental technicians to construct den- 
tures and bridges under the supervision of a dentist 
provides an entering wedge that will enable these 
technicians sooner or later to control the prosthetic 
branch of dentistry. 

All this has taken place in eighteen years time. 
During these years, according to estimates, only 10 


per cent of dentists regularly read their dental maga-: 


zines. Quite probably, too, the percentage has been 
considerably less during the last six years when 
most dentists were grossly overworked. Obviously 
then, a progressive article appearing in our dental 
journals makes little or no dent in our incredible 
apathy. 

Now, if every dentist had read the article ““Edu- 
cating the Laity in the Dental Office’ and car- 
ried out the sensible plan suggested, much would 
have beeen accomplished during the eighteen years. 
It would not have been necessary to outlaw the 
advertiser, because if dentists had sponsored this 
method of education the quackery of the adver- 
tiser would have become self-evident and he would 
have been eliminated. The point is that good den- 
tistry cannot be legislated. My plan of patient edu- 
cation would have forestalled any attempt to so- 
cialize or disintegrate the profession. Above all, 
the patient realizing the importance of sound dental 
health to his general well being and longevity 
would place good health before pleasure and luxury. 
In his eyes the prestige of the dental profession 
would be enhanced; and more young men would 
be attracted to it as a life work. It may not be too 
late. Organized dentistry must promote this plan of 
patient education and of professional service on a 
national scale. 

Grand Forks, North Dakota 
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No dentist ever got stomach ulcers building a 
dental practice. He gets the ulcers after the practice 
is built and starts to run him. 
If you can do good dentistry and learn to direct, 
intelligently and effectively, the efforts of others, 
reward will be considerable. And, the more 
ple you employ and the higher intelligence that 
you can rightly lend, the more valuable is your life. 
The modern dentist has taught us some very im- 
portant things. Among these are: 


First, the value of honesty as a professional 
asset. 

Second, the excellence of health dentistry 
as a civilizing influence. 

Third, that professional righteousness is 
simply a form of common sense—a move 
toward success. 

Fourth, the art, ethics, economics and educa- 
tion are inseparable companions of achieve- 
ment. 

Fifth, that dentistry must be “sold” through 
attractive and interesting presentation to the 
public. 


To give the patients what they want is not 
enough. You must show them what they need— 
and why. 

All wise men know (hello, Beverly) that to ex- 
ploit society is to fail. To plunder is to die. That's 
the principle reason why a dentist can’t advertise. 

You cannot convert the world—but the world is 
as good as it is because somebody has kept on try- 
ing. Don’t become so discouraged over the number 
of weak dentists—there is plenty of strength around 
you. 

To limit the production of wealth because some- 
one misuses wealth would be on a par with limit- 
ing health because someone had laughed out loud 
in a Meeting. 

The kind of dentist who begins a mouth diag- 
nosis by feeling your purse is not very attractive. 
He is a victim of bad counsel or inclination. He 
should wait until he knows what has to be done 
for the mouth. 

Someone said that we should accept the lemons 
passed out to us and use them to start a lemonade 
stand. 

Stay away from your dentist and look it. This is 
the sort of thing that the A.D.A. should be think- 
ing up and using in public relations work. They 
— start that slogan out to the dentists them- 
selves. 


dust a Few Remarks 


By JAMES ROBINSON 


Your mouth and you are not on sparkling terms. 
A good way to fail in dentistry is to pretend you 
are successful. Dental practices are not built in 
churches, lodges, country clubs and Cadillacs— 
they are built at the side of the dental chair. 

Imagine the humiliation of practicing failure- 
dentistry. Why not become a bushwhacker? You 
would be king for a day in those hills. 

Dentistry would be better if every dentist became 
obsessed with the notion that he owed a debt to 
Dentistry. 

A transaction is immoral when both parties in- 
volved in it are not benefitted. Ethics: the science 
of a moral duty. Dental Economics: the science of 
internal management that compels the patient to 
pay a profit fee. Strategy: the science of making 
patients dash around to find more patients for you. 
Grace: the science of making them love the whole 
business. 


Nearly 100 years ago, an enlightened con- 
cept of Dentistry was expressed by the great 
Oliver Wendel! Holmes in these words: “Den- 
tistry has established and prolonged the reign 
of beauty. It has lent perfection to the strains 
of eloquence and has taken from old age its 
most unwelcome feature. It has become the 
master of many diseases of the mouth; it not 
only deals with sound teeth, but also with 
sound health. It contributes not only to the 
beauty but, also, the happiness of man. It 
mitigates, it corrects, it cures the afflictions of 
our race hand in hand with other branches of 
the healing art.” 


Better read that over again. This is the type of 
material that should be fed over and over again 
to our dental students. 

It is always comforting to frightened, weary and 
discouraged men to be told that they are the mast- 
ers of their fate. They would be better off if they 
had a loyal, enterprising wife to push them over 
the hill. All the lectures and books in the world 
won't help them. Even Walter McFall could lift 
them only for a minute. 

Lord Balfour was invited to speak at a banquet. 
The introductory speech was long and tiresome. As 
his Lordship was accustomed to retire early, when 
his time came to speak he arose and said ‘You have 
asked me, gentlemen, for an address. Mine is No. 
40 Carlton Gardens, and with your kind permis- 
sion, I shall go there immediately.” 

Editor, TIC Magazine. 
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LAY HUMOUR The New Yorker magazine has 
just lately developed a sophisticated irreverence 
towards dentistry which they probably consider 
screamingly funny — an unfortunate humour which 
we always thought belonged in much less subtle 
sources. Anyway, in the August 24th issue there’s a 
story by Ruth McKenney (author of ‘‘My Sister 
Eileen,” remember?) called “Smile” in which she 
goes into some hilarious personal experiences with 
a plaster-maestro who made her a set of dentures. 


Che Sharp Explorer 


By SHIRLEY EASLEY WEBSTER 


Editor of the Journal of the American Dental Hygienists’ Association 


BIOGRAPHY: 


Born in Brooklyn, N.Y. before the days of 
the Dodgers, and probably when there were 
a lot more trees growing in that city than 
there are now. 

Grew up on Long Island and Southern 
California. 

Graduated from Columbia University 
School of Oral Hygiene in 1931. Attended 
William and Mary College in Virginia for a 
year. 

Received a B.S. from New York Univer- 
sity’s School of Education (magna cum laude) 
last year. Anyone who has gotten their col- 
lege education in the nice orthodox manner 
of spending four years on some nice ivy- 
draped shaven-lawned campus will not ap- 
preciate the blood, sweat, and tears of a 
degree captured after attending evening, 
Saturday morning, and Summer school 
classes over a period of eight years! 

First job in the dental clinic of the New 
York Life Insurance Company. Spent seven 
years in private practice association with a 
Wall Street dentist. Recently retired after 
several years’ experience as a dental health 
teacher in the public schools of White Plains, 
N.Y. 

Married for the second time last Fall and 
has a month-old baby girl. 

Editor of the Journal of the American Den- 
tal Hygienists’ Association, and currently 
president of the Ninth District (N.Y.) Dental 
Hygienists’ Association. 


* 


Now we are all aware that there are odd personali- 
ties among the dental profession (though possibly 
no higher proportion than among other profes- 
sions) but the man she described as being a top- 
ranking dentist seemed to be also incredibly stupid, 
boorish, and absent-minded. . . . Even if Miss 
McKenney’s sense of humour gives you a pain-in- 
the-fifth-cranial-nerve you really ought to dig out 
a copy of that issue and read it — maybe in one of 
those “traditional” offices where they have old 
magazine files. 
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ARE COMPARISONS ODIOUS? The uneven- 
ness of our state organizations of dental hygienists 
is something to wonder at. Naturally, as you'd ex- 
pect, the larger, more populous states like Pennsyl- 
vania, Massachusetts, New York, Michigan et al. 
have large active groups. But the’re others (we could 
name two) who ought to be active yet just don’t 
seem to know what’s what. ... . Then there’s a 
state like Texas where legislation on the dental 
hygienist is still pending yet the girls are keenly 
interested, well-informed, and meet regularly. And 
don’t forget those colossal distances... . . New 
Hampshire which you might think would belong in 
the old conservative line of New England stuffiness 
has an organization just celebrating a first birth- 
day, and they're brimming with the vitality and 
exuberance of youth. Ohio, on the other hand, has 
years of tradition behind it but if you can find any 
dental hygiene publication which has the snap and 
humor of Odontia (that impudent, mimeographed 
sheet put out by the Ohio girls) I'd like to see it. 
But Odontia is not merely flip and untrammeled 
in both text and illustration; it somehow manages 
to be intelligent and professional too. Don’t ask us 
how they do it — ask Mildred Gilsdorf, the Guid- 
ing Spirit and hard working editor. 


J. A. D. A. Ed. The keen young editor of the 
A.D.A, Journal, Harold Hillenbrand, certainly gets 
around the country. Probably made it a point to, 
for the annual meetings this year, most of which 
come in May or June. First we hear about him in 
New Hampshire, and the next thing you know a 
report comes in that he’s read a paper in Charleston, 
West Virginia. He's liberal and open minded, 
mighty convincing on just about any subject he 
cares to talk on. And when he talks to the hygienists 
the gals really sit up and listen. . . . Under his 
aegis the A. D. A. Journal, a veritable citadel of 
conservatism, has been undergoing a sort of mod- 
ernizing evolution and now we are advised to keep 
an eye out for more spectacular changes in format. 


THE SHORTAGE. While people like editors can 
do little more than spill over typographically on 
the current themes of the day — such as the Great 
Shortage of Hygienists — an active intelligent 
group can actually do something. The Michigan 
girls, for instance, are finishing up work on a 
Colored Film Strip called “The Dental Hygien- 
ist.” This will be shown in high schools for the 


purpose of acquainting the eligible girls with the 
possibilities in an under-crowded field. The dental 
profession has not been unmindful of the need for 
this kind of good propaganda in recruiting dental 
students too... . . We hope the Michigan girls 
will make the film available in other states too. 
Heaven knows the Shortage is not confined to 
Michigan. 


MORE SHORTAGE. Another item on the Short- 
age (it’s a subject which is forcibly brought to our 
attention by mail and telephone all too frequently 
these ways). We know of an excellent position in 
an ethical private practice which commands a sal- 
ary-commission of close to a hundred dollars a 
week — and the position is still a-begging! Natur- 
ally a specially high type girl is required, but that 
ought to illustrate the Trend better than a fistful of 
theories. The situation is not quite healthy. Back in 
the remote days of the Depression (when this ob- 
server was graduating from Columbia) about five 
or six in a class of more than fifty had jobs lined up 
by the time they had taken State Boards. And we 
thought $25 a week was an ideal starting salary! 
Because jobs were so scarce that ideal salary was 
seldom mentioned. It was usually closer to $18. 
Well, that was an unhealthy situation too. We won- 
der when Aristotle and his Golden Mean will be 
back in fashion... . . 


ILLOGICAL ILLINOIS. One more angle on the 
Shortage and then we're through—for the moment 
anyway: the thirteen hygienists in Illinois who took 
the State Boards many months ago have not re- 
ceived their licenses to practice because of an in- 
junction asked by a group of ten Chicago dentists. 
The plea for the injunction was refused twice, we 
understand, yet the proposed action holds up every- 
thing all along the line; and by the time you read 
this the boys will be at it again. We can’t believe 
that the thirteen girls in question are suffering 
idly. Without a doubt they are happily at work in 
a nearby state. We only wonder at the large body 
of Chicago dentists allowing themselves to be led 
around by the nose, as it were, by ten reactionary 
brethren. As Dr. E. A. Gilbert, evidently a bewil- 
dered local practitioner, remarked recently for the 
Press, “We're just a little behind the times in 
Illinois.” Say we: “Are you mice or men?” 
Benjamin Franklin Apartments 
White Plains, N. Y. 
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IF HAMLET HAD LIVED 


IN MODERN TIMES 


EARL F. AMMONS, D.D.S. 


PUBLISHER AND EDITOR OF “THE MUSHBITE” FROM WHICH 
THIS POEM IS REPRINTED BY SPECIAL PERMISSION. 
DR. AMMONS ALSO CONDUCTS “THE DENTALOG” FOR DENTAL SURVEY 


* * * 


SCENE: Corridor on fifteenth floor of a Medical 
Arts Building; Through a pebbled glass door, the 
silhouettes of an exodontist and a psychiatrist can 
be dimly outlined in consultation over a dental 
X-ray. Hamlet, who has been told his teeth may be 
the cause of his mental hallucinations and may 
have to come out, is pacing back and forth in front 
of the office smoking a cigarette and soliloquizing: 


Extract, or not extract; that is the question:— 

Whether 'tis better for the mind to suffer 

The stings and tortures of rebellious molars, 

Or march your ailing grinders to a dentist, 

And by extracting end them? To ache, to throb, 

No more: and by removing say we end 

Forever toothaches and that dread disease 

That four of five are heir to, —’tis a consolation 

Devoutly to be wished. Filch out, — extract — 

And then perchance wear plates: — ay, there's the 
rub; 

For from those pseudo teeth what grief may come 

When we have stripped this dental arch of gears, 

Makes us reflect. There’s the respect 

That makes pyorrhea of so long life; 

For who would bear the dental aches and pains, 

The whir of drills, the pangs of neuritis, 


The consequence of focal infection, 

The relentless misery of sleepless nights, 
When he himself might his escape effect 

With a pair of forceps? Who would halitosis bear, 
To quill and squish his teeth through life, 

But that the dread of wearing dentures,— 

Or fear of gumming victuals all his days, 
With chin approaching nose — puzzles the will 
And makes us rather bear the wrecks we have 
Than fly to substitutes we know not of ? 

Thus tooth menders make cowards of us all, 
And so their earnest recommendations 

Are altered by repeated tales of failure, 

And dentures of great fit and promise, 

Ere they are yet designed oft go astray, 

And lose the name of suction. 


By 
Page Sixteen 


